EMS SYSTEMS: ORIGINS AND OPERATIONS                                                                  75
Failure to differentiate between the needs of adult and pediatric emergency patients was linked to poorer medical outcomes for pediatric patients (Seidel et al., 1984; Seidel, 1986a,b). One study of 88 general acute care hospitals in Los Angeles County, for example, found nearly twice as many deaths among children with serious traumatic injuries (caused chiefly by motor vehicles and guns) than among adults with similar injuries: 12 percent versus 7 percent (Seidel et al., 1984). Most of these deaths occurred in areas lacking pediatric tertiary care centers.
By the mid-1970s, efforts were beginning on a variety of fronts to incorporate pediatric needs into emergency medicine and EMS systems.3 Dedicated pediatric EDs with full-time coverage by pediatricians were becoming more widespread. Most major pediatric centers established PICUs. The original programs, plus ones in Washington, D.C., Dallas, Baltimore, and Boston, made especially significant contributions to the growth of this field through their training of physicians and their research activities (Downes, 1992). In 1979, the AHA adopted standards for pediatric basic life support and guidelines for neonatal resuscitation (National Conference on Cardio-pulmonary Resuscitation and Emergency Cardiac Care, 1980). In contrast to the emphasis on trauma in adult emergency care, the developing services for children gave considerable attention from the beginning to both illness and injury.
Los Angeles was among the first areas to address guidelines for prehospital care of pediatric patients. Concerned pediatricians working with local professional societies and the county EMS agency developed a pediatric-tb-cused training curriculum for paramedics and management guidelines for pediatric prehospital care (Seidel, 1986b). Over the ensuing years, their work led to the implementation of a two-tiered approach for organizing EMS-C (Henderson, 1988; Seidel, 1989). At one level were Emergency Departments Approved for Pediatrics (EDAPs), which had to meet a minimum set of standards for the care of critically ill and injured children and could provide basic emergency services. More specialized care would be provided in Pediatric Critical Care Centers (PCCCs), which could offer such services as PICUs and access to a broad set of medical and surgical specialists with expertise in pediatric care.
Pediatric surgeons took the lead in focusing attention on specialized trauma care for children. In 1975, Maryland established a statewide regional pediatric trauma center, one of the first in the country (Haller et al., 1983). This service operated through the Maryland Institute for Emergency Medical Services Systems, a well-known model for a fully integrated EMS and trauma system (Foltin and Fuchs, 1991). Still, in the vast majority of regions developing EMS systems, the special emergency care needs of children remained unrecognized through the 1970s.rying levels of EMT training. Recommendations from many sources for a national emergency telephone number Led, in 1973,son et al. (1989) defined disability as inability to perform age-appropriate physical activities as determined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
